For too long health professionals in the United Kingdom have enjoyed a world largely free from scrutiny other than that of navel gazing. Unlike the patients they treat, doctors, nurses, and others have always been aware of colleagues who perform below standard and of departments that persist in using outdated techniques or perform too few procedures for optimum results. The professionals may know the system -patients on the whole do not. When a senior doctor recently admitted that he would use his inside knowledge to secure the best treatment for his own family relations he did no more than provide an honest statement of the obvious and a blameless one at that. Yet to many patients brought up on the medical myth of near infallibility and the reassuring presence of a unified and seemingly uniform NHS, the idea of wide variations in clinical standards still comes as a shock.
The case for greater openness and accountability then is so overwhelming that the presumption must be to publish anything that might lead to greater understanding. The onus is on those who oppose disclosure to show how such information will be detrimental to patients. Thus far in the case of so called "death league tables" a range of arguments has been used by such opponents. The first may be summed up as "a little knowledge is a dangerous thing," the suggestion being that the public is either so innumerate or so stupid that crude data will be misinterpreted, causing panic and dismay all round. Yet the early signs from Scotland, which has embarked on disclosure, suggest that this argument is wrong. may not be appropriate in the United Kingdom. And they also highlight the undoubted scope for distortion in data collection, either because the quality of coding remains poor or because there will be fresh incentives for hospitals and their staff to make sure that whatever is coded will cast their unit in the best possible light. It would be foolish to deny too that publication of any performance measurement is likely to alter professional and managerial behaviour and that that change will not always be for the better -the temptation to divert resources towards what is measured rather than what matters is a legitimate concern.
Nevertheless, McKee and Hunter concede that they found differences in death rates between hospitals, "that cannot be explained by known factors that can be ascertained from routine data." They add that some other differences have identifiable explanations such as the fact that some hospitals perform more operations and thereby seem to achieve better results.
Justifying publication
And that is, surely, where the justification for publication rests; the purpose of producing such figures should never be to create crude league tables (and to be fair the NHS has never attempted to create league tables -so far only performance tables without rank orders have been produced). As the chief medical officer for Scotland was at pains to emphasise when launching the clinical outcome indicators the idea should be to raise questions not provide answers. In many instances differences between hospitals may be entirely justified, in some others they will not be. Differences should be explored and explained.
McKee and Hunter acknowledge that publication of mortality rates is probably inevitable, and they call for a series of reforms to tackle the damage they otherwise believe would follow. The authorities would do well to consider these carefully. But it should not be beyond the wit of the research community to produce data which for all their imperfections allow the public and health purchasers to ask why it should be that twice as many patients die from heart attacks in one 
